MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63<024100
ODEPARTMENT OF PUBLIC HEALTH AND WEL R

i Registration District No. —_< ; . Bistrict N 2 :2/ - STATE FILE NUMBER
DO NOT WRITE AMENDED _equ ration District No. __- — —Primary Registration Distrier No. - A 'Eem“"r s No.
ON THiS STUB =L e JUl 1 9>13bd .

1. PLACE OF DEA’I’H . ‘2. USUAL RESIDENCE (Where deceatad lived. If institution: Residence before :
. COUNTY’ Howell a. STATE Mo b. couNtY  Howell admission)
b. CITY {If cutside corporate’limits, give TOWNSHIP aonly) Langth of stay In 1b <. CITY Inside Limits

R
oM Mt View Mo oW Mtn. View Yes (N0 )

c. FULL NAME QF (If NQT in hospital, give location) lnside Limits d, STREET - {If cutsice, give location) Ratide an Farm
HOSPITAL OR ADDRESS

INSTITUTHON St FTanCi s Hosp Yes LY No[] Yes [] No q(

J. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

{Type or print) . OF
Alice F. Buff PEATH  July L 1963
5. SEX 6. COLOR OR RACE 7. Maorried [0 Never Married [1 [8. DATE OF BIRTH | 9= AGE {lost birthday} | IF UNDER 1 YEAR IF UNDER 24 HR

P a) Widowsd Ii Divorced [] 3 /27/77 86 Months | Days | Hours Min.

10a. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) _12. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired) '
o : Dallas, Texas | USA

ousepd fe
3a. FATHER'S NAME 135, MOTHER'S MAIDEN NAME" 74. NAME OF HUSBAND OR WIFE

A Cassy Cummings
15. WAS DECEASED EVER IN L.5. ARMED FORCES? 15 SOCIAIL SFCUMTY NGO | 17, INFORMANT Addrasy

(Yes, neo, Nunknﬁwn)l (HF yes, give war or dates of servi FlOVd Buff Rt . 2 Mtn . V.i ew , MO .

18. CAUSE OF DEATH (Enter only ane cause per line far (8}, {B], and (C). . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ; 7 ONSET AND DEATH

IMMEDIATE CAUSE (a}

© V5 300
Rev. 4/59

DATE AMENDED

DOCUMENT

Conditions; i any, DUE TQ (b)
which gave rise fo

above cause -{a),
1tating the under- Mﬂ-& Wuv
Iflng cavse last. DUE TO ()

PART Il. OTHER SIGNIFICANT COND, ONS CONTRIBUTING TO DEATH but not related 1o the serminal PART Nl If daceassd was femsle was
dizease condition given in P, I (a} thara a pragnancy in lost 50 days.

. IDY“ I O Ne I O Unkaown

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in PART | or PART 11 of itam 12.)
PERFORMED? . [} [m] [m]
YES[] NOO . . -

Z0c.TIME OF  Houl  Month, Day, Year |
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TGWN, OR LOCATION COUNTY
WHILE AT WORK [] fatm, factory, sireet, office bidg., etc.) ]
NOT WHILE AT WORK [ . A

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

AL

her ..
21. | attended the deceased fr nd last saw g, alive on 7
Death occurred st on thy dagfe stated above, and to the best of my %edge,%n the causes. stated.

22a. SIGNATURE 077[/ ¥ ¥ (Degree or mt: .D 22b. ADDRESS 22¢. DATE SIGNED

of
2%s. BURIAL, CREMATION, [ 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, of county) {State}

Bhurtal " | July€.196° Chapel Hill Cem. Mtn iew, Mo

24. FUNERAL DIRECTOR ADORES V' M 25. DATE RECD. BY LOCAL REG.
Duncan Fune: al Home Mtn.. View,lMo 7.,./’7,.‘/7é)’7 )

{Licensvad Embalmaf + Statement. on Reverul Sida)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




To Doctor: 9: A.M. Julv &/82

- Rec'd from Dr. 12: Noon 7/11/63

To Local Registrar  1R2:L5 P M 7/11/63

STATEMENT BY LICENSED EMBALMER

| heréby certify that ‘the bods} whose’ namé is recorded on the reverse side of this certificate was embalmed by me,

or by N : - ' Student Embaimer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No.

' P. O. Address ’
- , /%“

Note: The above MUST BE SIGNED BY THE- LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this bady is not embalmed, fact should be so stated above. ‘




